Sir, Almost all prostate cancers are adenocarcinoma. The age-specific mortality and absolute number of deaths from prostate cancer have been decreasing since 1993. [1] There is an almost 8:1 ratio in the incidence of prostate-specific mortality. The disease locally invades along the nerve sheath and metastasizes through lymphatic chains or blood vessels. [2] Distant metastases are common when lymph nodes are involved. Bone is the most common site of metastases. Here, we are reporting one patient with metastatic prostatic carcinoma who later developed cutaneous metastases during the course of disease.
A 50-year-old man presented with protuberant left eye (without any loss in visual acuity) and increased urinary frequency for the last 6 to 7 months. On examination, he had prostatomegaly, the biopsy of which showed adenocarcinoma of prostate with Gleason's score of 4+3. CT scan of the head revealed infiltrative lesions involving the left sphenoid bone and left orbit. He also had extensive bone and brain metastases on 99m TcDP whole-body bone scan. He was initially treated with bilateral orchiectomy, External Beam Radio Therapy (EBRT) to brain and was given radioactive phosphorous for bone metastases. He partially responded to the treatment and later received hormone therapy on relapse. Because of the recurrent disease, he received EBRT twice again for spinal/ epidural disease. Subsequently, he presented with 3 small, fleshy, painless lesions on the right side of the forehead and bilateral parietooccipital region of the scalp, which were slowly increasing in size over the last 2 to 3 months. On examination, they were 1 × 0.8 cm, 0.7 × 0.7 cm and 0.5 × 0.5 cm, non-tender and firm nodular lesions [ Figure 1 ]. FNAC and, subsequently, biopsy of the skin lesions revealed malignant cells, with some of them forming glands with hyperchromatic nuclei and prominent nucleoli suggestive of cutaneous metastases of adenocarcinoma of the prostate [ Figures 2 and 3 ]. They were found to be positive for PSA by immunohistochemical staining, thus confirming the prostatic origin of the skin lesions.
Between 2% and 9% of visceral malignancies are responsible for cutaneous metastases. [3, 4] They usually occur in the advanced stage of malignancy and are associated with poor prognosis. Although carcinoma of the prostate is common, it is responsible for less than 1% of the skin metastases. [5] Also, skin metastases are a rare manifestation of prostatic adenocarcinoma. Skin metastases from prostate cancer are an ominous finding and most patients die within 6 months. The skin lesions are usually asymptomatic and lower abdomen, genitalia and thighs are most often involved. [6] The head region can also be involved, although rarely seen, as in our case. The lesions are usually papular and they rarely ulcerate. They may have zosteriform distribution or mimic pyoderma. [7] Occasionally, they appear as sclerodermoid lesion. [8] The mechanism of skin involvement is not well understood [2] but suggested routes include embolization of vessels, dissemination via lymphatics [9] and spread through perineural lymphatics.
In most cases, where skin metastases have occurred, the primary cancer is widespread and may be advanced. Thus, the treatment is palliative care at this stage which includes keeping the lesion dry and clean. Debridement is an option for bleeding or crusting lesions.
Hansen's disease presenting Hansen's disease presenting as phimosis mimicking sexually as phimosis mimicking sexually transmitted disease transmitted disease Sir, Hansen's disease is caused by Mycobacterium leprae, which has a distinct predilection for the cooler parts of the body. [1] Although leprosy is prevalent in countries like India, only few cases of genital involvement of leprosy have been reported so far. [2] [3] [4] [5] Testicular involvement in leprosy is well known but penile lesions are very rare. We report a case of leprosy presenting as phimosis at our sexually transmitted disease (STD) clinic.
A 30-year-old newly married man presented to us with penile swelling and redness of 15 days duration [ Figure 1 ]. He had noticed mild hypopigmentation and loss of sensation over distal part of penis since one year. For this he had never consulted any dermatologist. Fifteen days back, he developed redness and swelling in the penis which was gradually progressing and for last three days, he had been unable to retract his penis. He had an extramarital sexual contact one month back. Hence, with these symptoms, he presented to our STD clinic. On examination, there was an erythematous, mild tender plaque present circumferentially over the prepuce, resulting in the inability to fully retract the prepuce. There was 60% to 70% loss of sensation over the prepuce according to the patient's assessment. Keeping the history of contact in mind we thought in the line of sexually transmitted diseases. There was no lymphadenopathy. Further examination revealed a well-to ill-defined, erythematous, raised lesion of size 10 × 16 cm over the right buttock [ Figure 2 ]. There was mild scaling, total loss of sensation to temperature and fine touch. Skin over the lesion was slightly atrophic and there was loss of sweating and scanty hairs. Other parts of the skin were normal. Peripheral motor and sensory assessments were within normal limits and there was no history of nasal epistaxis. The systemic examination findings were within normal limits. Slit skin smear examination from both the buttock and penile lesions were 2+ with solid rods. Findings of routine hemogram, urine analysis and chest X-ray were within normal limits. Serum for Venereal Disease Research laboratory (VDRL) test in dilution
